Objective: To assess current heart failure (HF) care processes and organizational context in long-term care (LTC) homes as a prelude to adapting the Canadian Cardiovascular Society (CCS) HF guidelines for use in these settings. Methods: This research reports on the results of thirteen focus groups (N = 83 participants; average of 60 minutes duration) conducted in three Ontario LTC homes to better understand how HF was managed and how organizational context impacted care. Participants included physicians, nurse practitioners, registered nurses, registered practical nurses, and personal support workers. Results: Focus group findings revealed that the complexity of the LTC environment presents challenges for managing HF. Most residents have multiple advanced chronic conditions that must be managed simultaneously. Culturally, LTC is first and foremost a resident's home where residents may choose not to comply with care recommendations. Staff routines, scopes of practice, professional hierarchies, available resources and government regulations limit flexibility in providing care. Staff lacked knowledge, skills and resources for managing HF. Nevertheless, all staff viewed LTC as the preferred place for managing HF, avoiding residents' hospitalizations wherever possible. These data suggest that strategies for improving LTC staff communication and education, strengthening existing relationships between staff, family, residents and community resources, and acquiring additional resources in LTC homes have the potential to improve HF management in this setting. Conclusion: LTC is a complex and dynamic environment that presents many challenges for providing care for residents. This research provides the foundation for subsequent work to develop and test implementation strategies to manage HF in LTC, which are consistent with the CCS HF guidelines and are feasible within LTC staff's work routines, capacities and resources.
gency departments and hospital wards, exposure to the risks of delirium, functional decline and other hospitalacquired complications, and potentially long delays in transfer back to their home or LTC home [6, 7] . Many of these admissions and their associated complications might be prevented through more optimal management of HF in LTC [8] [9] [10] [11] [12] .
Specific protocols and clinical guidelines are used infrequently in LTC [13] . A small number of non-randomized studies evaluating HF management interventions in LTC suggest that such initiatives can reduce health service utilization [14] [15] [16] [17] [18] [19] . However, these interventions relied on access to substantial resources beyond those normally available in LTC homes and targeted less frail residents expected to return to the community. Importantly, none of these protocols were designed specifically to reflect the unique organizational context of the LTC setting. Concerns that have been identified in LTC focus on staffing, communication, resources and the changing scope of practice of health care professionals [1, 20] . All of these concerns emphasize the need for HF management protocols that are specifically adapted for LTC.
This paper reports on the results of phase two of a program of research that aims to develop care processes for HF in LTC that are consistent with the Canadian Cardiovascular Society (CCS) HF guidelines [21] , that respect the capabilities and existing work routines of LTC staff, and that take into consideration the characteristics of the LTC environment. Data from phase one, LTC guideline development, have been published previously [20] . Phase two consisted of focus groups with long term care home staff to examine current care practices, barriers and facilitators to HF management in LTC, and to make recommendations on how to improve HF care in LTC.
METHODS

Data Collection
The focus group phase (phase two) of this study utilized a qualitative descriptive design [22] [23] [24] . Focus group interviews were conducted on site in three LTC homes in Ontario, Canada. These sites were purposefully selected to offer variability with respect to setting (southern vs. northern Ontario), size (251, 125 and 96 beds, respectively), affiliation (university-affiliated vs. non-university affiliated) and ownership (public vs. private ownership, and profit vs. not-for-profit). These characteristics of LTC homes have been shown to be relevant to HF management and outcomes [25] [26] [27] [28] [29] . Each site employs 22 to 25 licensed nurses, including Registered Nurses (RN) and Registered Practical Nurses (RPN), and over 30 personal support workers (PSW). Family physicians (MD) and Nurse Practitioners (NP) provide coverage for each site and other surrounding LTC homes. None of these sites had in place a dedicated HF management program.
Thirteen focus groups were conducted that included eighty three participants (n = 29 RNs and RPNs, n = 33 PSWs, n = 14 MDs, n = 7 NPs). The target sample size for each focus group was 6 to 10 [22] [23] [24] . Purposive sampling, with the help of care directors from each facility to identify and recruit participants, was used to identify MDs, NPs, pharmacists, RNs, RPNs and PSWs who had substantial experience working in long term care homes and were effective communicators. The sample represented the range of disciplines who participate in the care of residents with heart failure in long term care homes. Focus groups were organized according to discipline in order to maximize participant compatibility and reduce the risk that real or perceived power imbalances might curtail the sharing of ideas. As individual homes were served by a small number of physicians, MDs serving other local homes, as well as NPs and pharmacists, were recruited to achieve the desired sample size. A trained moderator facilitated discussions, and a second person observed nonverbal communication within groups and took additional field notes [22] . A semi-structured interview guide specific to each staff role was developed to explore staff perceptions of 1) current practices with respect to HF management; 2) potential barriers to the implementation of HF care processes in LTC; 3) facilitators for the implementation of HF care processes in LTC; and 4) supports and processes required to successfully implement HF care processes in LTC.
Analysis
Focus group interviews were digitally recorded, transcribed verbatim and verified by research assistants through comparison of written transcripts with the audio recordings. An inductive approach was used in analyzing focus group data and a three-level analysis was performed independently by two authors/research assistants who had different perspectives, one a physician (JN) and one a social worker (JM) who had worked many years in LTC homes [30] . These research assistants coded the first focus group simultaneously to compare the results of their analysis. Any coding differences were discussed between themselves and with a senior researcher (MK) to create consensus and finalize the coding structure. The remainder of the focus groups were then coded by one of the research assistants and reviewed by the second research assistant and the senior researcher to ensure reliability and validity.
The first level of analysis consisted of line by line inductive coding of the transcript to identify all expressed ideas. The second level of analysis grouped the ideas into higher-order themes, and the third level of analysis the themes were grouped into categories. For each category, the corresponding themes and subthemes were linked and organized using a concept map to display the relationships amongst ideas within the data; focus group quotations were extracted to provide evidence to support the themes. As themes were similar across participant groups, these were combined in the reporting of the analysis. Data saturation, whereby successive focus group data confirmed ideas identified by previous interviews [31, 32] , was considered to have been reached with the current sample size.
To ensure rigour, the preliminary results were subjected to peer-review by the 12 member research team in the form of a report to discuss interpretation and conclusions. Focus group results were then presented to the LTC staff in a workshop, and this member checking validated the conclusions of the analysis. Peer review and member checking were employed as the rigour of an inquiry such as this is judged, in part, by the story's credibility and applicability. The credibility of these research results rests on others seeing and accepting the relationship between the facts and the reasoning [33] . The applicability is determined when the findings resonate with the experience of the staff who understand and work in long term care [33] as they did during the workshop described.
Ethics clearance was provided by the research ethics boards of McMaster University and Lakehead University.
RESULTS
The results of the focus group data analysis illustrate the complexity of the LTC environment. Findings are reported using three categories related to the context of heart failure management in long term care homes: current care practices, barriers and facilitators to managing health failure and LTC staff perspectives about strategies to improve HF management. Within each of these categories, multiple themes are identified with supporting evidence taken from the participant data.
Current Care Practices
Within this category, four themes were identified that influenced current practice: the quality of preliminary clinical assessments; care protocols for other conditions; communication patterns; and changing policy requirements from the Ontario Ministry of Health and Long Term Care (MOHLTC). Each of these is elaborated in the following sections.
Preliminary Clinical Assessment
Participants stated that the quality of the preliminary By contrast, in their focus groups, nurses and physicians suggested that the knowledge needed by PSWs in order to alert them reliably about important changes in HF patients should include knowledge about basic HF physiology and clinical manifestations, the resident's past medical history, and the ability to accurately convey this information to a nurse or physician. This degree of knowledge greatly exceeds that of PSWs who participated in our study.
Care Protocols
Participants indicated that there are a number of currently established generic protocols that impact on, and may be a barrier to, implementing new ones to manage HF. Meal provision in LTC, which often includes prepackaged items, soups and gravies with high sodium content, was considered a barrier to HF care. Physicians and PSWs spoke about the difficulty in deviating from standardized menus in the LTC home and emphasized that residents have the right to add salt at the table and not comply with heart healthy diets. In this respect, LTC implements the philosophy that it is a resident's home and not a health care institution. No standard HF management protocols were in place in any of the participating LTC homes. For example, an emergency medication box that included injectable furosemide, benzodiazepines and narcotics was available in two of the homes but not in the third. Criteria and processes to decide when to transfer a resident to hospital varied across homes. In general, with respect to HF management, the scope of practice of each care discipline determines what tasks staff can perform and how changes in residents are to be monitored. For example, some PSWs are given the responsibility to monitor residents' responses to medication although their job description does not include assessment or care planning, which are within the scope of practice of nurses:
" Examples were provided about certain policies being contrary to the best interests of residents with HF. One PSW recalls expressing concerns to a nurse about the ability of one particularly dyspneic resident with a history of HF to attend a meal in the facility dining-room. The PSW was reminded that all meals are to be taken in the dining room. However, the PSW took it upon herself to return the resident back to her room as she was too ill to remain in the dining room; the resident died later that day.
Participants said that external government policy and regulations influence current care practices in LTC. Staff described feeling overwhelmed by care expectations and confused by existing regulations. It was noted that any efforts to introduce new care protocols and expectations would need to be carefully integrated into the existing regulations and avoid adding to the staff sense of being overwhelmed.
The care of residents in LTC homes occurs in an environment that is characterized by the current practices and Copyright © 2012 SciRes.
OPEN ACCESS processes that have been discussed in this section. These existing care protocols affect current care practices for HF management in LTC. In addition to the general environmental characteristics identified in LTC, participants in our study identified specific barriers to managing HF. The various types of LTC staff, each with different scopes of practice, make implementing assessment and care protocols a challenge. These data emphasize the importance of optimal interprofessional communication in the assessment and management of HF in LTC, challenges to which are described below. The issue of communication influences current care practices in HF. In LTC, information needs to be shared by many staff and across shifts, however, staff expressed that communicating clear and consistent messages was difficult. Communication patterns and issues impact the assessment and treatment of residents' medical needs, including HF.
Barriers and Facilitators to Managing HF in LTC
Participants spoke freely of the challenges faced by staff in the participating LTC homes and how these challenges impact the provision of care. Four themes were identified as organizational barriers to providing HF management in LTC: staffing and scope of work; insufficient communication with hospitals; lack of resources; and the tension between respecting resident autonomy and implementing medical best practices. Each of these is elaborated upon in the following section.
Participants also identified a number of resources that facilitate the management of HF in LTC. The use of existing LTC procedures such as communication books, resident care conferences, checklists and the RAI MDS 2.0 (Resident Assessment Instrument Minimum Data Set) were identified by participants as potentially aiding in the transmission of information, monitoring, observing and treating HF symptoms. An interprofessional team approach with facilitated access to the physician was viewed as promoting continuity and consistency in care.
Staffing and Scope of Practice
All participants commented on the changing scopes of practice and job descriptions of LTC staff. There are fewer RNs working in LTC and their role includes more administrative tasks, whereas clinical skills which are needed in HF management are not utilized to their full capacity. One RN summarized this frustration:
"...We are not using the skills that we were trained to use by sitting at the computer typing a bunch of paperwork that nobody reads. ...we're the people that are responsible to make sure that if a resident needs a proper assessment it gets done and acted upon." (RN)
The RPN practice has grown to include medication administration, expanded clinical assessments and dressing changes, tasks previously assumed by RNs. All participants acknowledged that PSWs know residents best, but that the duties they are required to perform focuses primarily on the provision of activities of daily living. Participants commented that the information that could be shared by PSWs with registered staff was not always incorporated effectively, if at all, in care planning and decision-making: "Actually sometimes it is the PSWs who are picking it [changes] up because they know they're the primary contact and they know any change and they'll tell you." (MD)
"We're relying on information coming to us.
So if the PSWs aren't identifying factors, if they can't identify it to the RPNs or the RPNs can't identify issues, if we're not told information, we can't deal with it." (RN)
Participants acknowledged that the clinical profile of residents entering LTC has changed and that the acuity and complexity of health problems, characterized by increased frailty and multiple comorbid conditions, has increased over the years. The time required to organize the care of such residents, including assessment, and development and implementation of care plans, was perceived as often exceeding the scope of practice of LTC staff, and thus presents a barrier to managing complex conditions such as HF. As one physician noted:
" Participants indicated feeling disadvantaged by a lack of clinical experience in managing multiple chronic health concerns. Participants perceived HF as a condition that is generally diagnosed and managed in acute care. LTC staff felt particularly disadvantaged by having little or no experience managing HF, either in acute care or in LTC.
Insufficient Communication with Hospitals
Participants identified significant communication problems between LTC homes and outside agencies. For example, participants identified a lack of information returning with the residents from hospital, with little or no rationale provided for medication changes, or information provided on how to follow-up and address abnormal test results. Participants perceived that such poor communication was particularly problematic with respect to the ongoing management of HF in complex LTC residents. One participant spoke of the importance of this communication when she stated that: ".. 
.LTC staff spends a good amount of time filling out that beautifully done transfer record. They send all that pertinent information to the hospital, it comes back, theirs is the left side, the hospital is to fill out the right side, it
The Tension between Respecting Resident
Autonomy and Implementing Medical Best Practices Focus group participants described that reconciling the principles of resident autonomy with best practices for HF could serve as both a barrier and a facilitator to HF management in LTC. All accepted that residents or designated substitute decision-makers have the inalienable right to decide whether or not to adhere with recommendations from the health team regarding medications, diet, or the decision to transfer to hospital. However, families often expressed priorities or expectations that the care team felt were at odds with the best interests of the resident. Examples ranged from the provision of sodiumladen snacks perceived by families as "treats", even though edema and dyspnea might be worsened, to last minute decisions by families to request a transfer to acute care, despite previous advance directives to the contrary. This tension was expressed in the following quotations:
" Most participants emphasized the importance of engaging residents and families in conversations about care and educating them about best practices for management of HF and other medical conditions common in LTC homes. Staff also stated that families can be a great support to the health care team when they are fully engaged in the care plan.
LTC Staff Perspectives on Improving HF Management
Focus group participants were asked to offer perspectives on how to improve HF management in LTC. The analysis of these data identified several theme areas, specifically with respect to communication strategies, building better interprofessional relationships, addressing educational needs of LTC staff, and providing additional resources. These data offer guidance for successful implementation of new care protocols from the perspective of the staff themselves. Importantly, these data identified a strong desire among all LTC staff to improve the management of HF among LTC residents, and specifically to reduce the need to access acute care services.
Participants indicated that keeping residents in LTC to receive treatment for HF was often preferred to sending residents to hospital. Participants considered themselves more sensitive than acute care staff to the needs and concerns of residents, who themselves have expressed a preference for familiar LTC staff and environment. The acute care setting is considered to be confusing and less responsive to the needs of the resident. The perceived dangers of transferring residents to hospital were expressed by a physician:
"When a patient is admitted to the hospital after a few days, they've gotten worse. If they stay in emerg [the emergency department], the noise, the delirium sets in, they get confused, they get bed sores, they fall, they break hips, and they get more de-conditioned." (MD)
Improving Communication Strategies
Participants recognized that successful communication among staff created opportunities for more optimal assessment and management of residents. Staff recognized that HF management was clearly improved when changes in a resident's condition were communicated promptly and received a timely response from the physician or nurse, or when information from the hospital or community resource was readily available. For example:
"Liaising with heart failure nurses is a recipe for good management because they have such an intricate knowledge of the medications. They know how to communicate that knowledge to the family and resident if they are able to." (NP)
Strategies to promote and improve effective communication among LTC staff and with residents and families were identified as a critical area of focus in moving forward with the implementation of care processes for HF, or for that matter any other health condition, in LTC. Participants believed that the organizational structure of LTC creates unique challenges to effective communication between staff; these stem from an entrenched hierarchical power structure, shifting roles among RNs, RPNs and PSWs, and reliance on ad hoc, untested, and disjointed communication methods particularly around shift change. In addition, a greater interprofessional emphasis during physician visits was identified as a potential and powerful approach to improving communications among LTC staff and ultimately improving resident outcomes. Improving communication with residents and staff, for example with respect to educating residents about HF management modalities, was seen as another potential mechanism for improving resident adherence to HF therapies.
Participants perceived that improving communication between LTC staff and external agencies, such as acute care or HF clinics, could improve resident care and outcomes. Improved communication strategies that include all staff, including PSWs, were universally identified by all focus group participants as a priority in the development of care processes for HF.
Building Better Interprofessional
Relationships Participants acknowledged how interprofessional collaboration is being promoted in LTC through a variety of MOHLTC initiatives and this is viewed as a facilitator to better care. Opportunities to apply interprofessional teamwork include physician rounds, as well annual family conferences, in which the resident care plans and advance directives are discussed. Participants identified that regular contact with physicians and a good working relationship between interprofessional members of the team facilitated HF management:
" All focus group participants endorsed the need to strengthen existing relationships between different LTC staff roles, and between LTC staff and residents, families, as well as with other community programs and resources, such as nurse practitioners, acute care hospitals, and LTC placement agencies. The complexity of health care needs of residents with HF requires strong multilateral, supportive relationships among all individuals involved in the care of LTC residents with HF, in order to support the sharing of key health information and enable optimal care planning and delivery.
Addressing Educational Needs
Participants acknowledged the diversity in learning needs of professional, regulated and unregulated staff that need to be considered when designing and delivering HF education in LTC. Needs were identified for basic knowledge about HF and its management, and how such knowledge could be used to inform and sustain clinical processes specific for HF management in LTC. Educational needs also included the management of LTC residents with HF and other complex comorbidities.
Providing Additional Resources
Resources that were recommended to improve HF care management in LTC included comprehensive resident profiles that accompany the resident upon entry into LTC from the community or acute care setting, improved documentation and reporting systems with accurate resident information, and interprofessional involvement in which disciplines such as pharmacy, dietary, activation, social work and recreation collaborate in the care process. There was a recognized need for timely access to specific medical and diagnostic equipment such as x-ray devices and portable echocardiography, as well as improved access to lab services, in order to further improve HF management in the LTC setting.
DISCUSSION
HF is common in LTC and is associated with a significant burden of morbidity, health service utilization and mortality [2] [3] [4] [5] [6] . While the CCS HF guidelines offer recommendations on the care of complex older persons with HF, the optimal manner for implementing these guidelines in the Ontario LTC settings is unclear. This study identified several barriers to overcome in order to more effectively manage HF in LTC, including barriers related to inadequate HF knowledge among LTC staff, inadequate human and diagnostic resources, and poor communication both within LTC homes and between LTC and other sectors of the health care system. Staff working in LTC recommended improved communication strategies, better interprofessional relationships, addressing educational needs of LTC staff, and providing additional resources as organizational changes that will improve the management of HF.
The most fundamental barriers to overcome are related to interprofessional relationships and communication. These study findings suggest that an interprofessional collaborative approach to care could facilitate care processes related to HF management. It acknowledges that all those who provide care are active members of the care team and that better resident outcomes can be achieved by optimizing the expertise of all the team members involved in the care process [29] . Implementation of an interdisciplinary protocol to manage congestive HF in one American LTC home resulted in improved care based on certain quality indicators, including use of angiotensin converting enzyme inhibitors, nursing assessment, and symptom management [16] . Improved interprofessional collaboration has been identified as a key strategy to improve LTC resident care for many conditions, such as pain management and palliative care [34, 35] . By facilitating interprofessional collaborative practice, more efficient and effective use of health care providers' skills may be realized [36] .
These findings also highlight the changing, more complex profile of LTC residents and the inherent challenges to managing multiple co-morbidities [26, 27] . At the same time, the profile of LTC staff mix is changing, with fewer RNs in the staff mix and the majority of their time consumed by completing administrative tasks [37, 38] . These changes in LTC are reflected in our study results, where staff identified challenges with caring for complex residents but having little training and knowledge to do so. An appropriate mix of RNs, RPNs, and unregulated care providers is essential to ensure quality of care, particularly with respect to managing heart failure [39, 40] .
The importance of PSWs cannot be overstated. PSWs spend more time at the bedside than any other care provider but receive the least amount of training [41] . However, they are often excluded from continuing education initiatives in their facilities or not supported by their employers to attend outside educational initiatives [41] Our study results add to the body of knowledge that PSWs are an integral part to the interdisciplinary team but who must be provided with the skills and training required to work effectively within a supportive environment.
There are some limitations to this study. As with all qualitative research studies, the Hawthorne effect and social desirability bias had the potential to influence participant responses during focus groups [42] . Researcher bias is a potential concern when interpreting qualitative data. However, the triangulation of methods, peer review, and member checking techniques designed in this study, as well as the separate analysis of each transcript by two researchers and collaboration for consensus on themes and results minimized the risk of bias. The small sample of homes may limit the generalizability of findings to other settings, however purposive sampling may have resulted in a fairly representative selection of homes and data saturation was achieved suggesting that important themes were captured.
CONCLUSION
Sustainable care processes for managing HF in LTC must reflect the capabilities and skill sets of all LTC staff, take into account the characteristics inherent to LTC residents and the LTC setting, and bring minimal disruption to existing work routines. In this paper, we report on the results of multiple focus groups among LTC staff roles, findings that will inform the development and implementation of HF care processes specific to Canadian LTC homes. The complexities of the LTC environment, including staffing hierarchies and regulatory pressures, present challenges to the implementation of care processes required to improve outcomes among LTC residents with HF. Capitalizing on a universal desire to provide HF treatment within LTC, leveraging existing successful practices, supporting resident autonomy, providing meaningful education that is tailored to each LTC staff role, and, most importantly, addressing the fundamental importance of successful interprofessional communication must be taken into consideration in order to optimally manage HF in LTC.
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